
 

 

Buffalo Spine and Sports Institute, P.C. 
Release of Medical Information Consent 

 
 
 

_______________________ 
 
_______________________ 
 
_______________________ 
 
I, (please print) _____________________________________,  
 
Date of Birth: _________________authorize the release of any  
 
medical information to: 
 
Buffalo Spine & Sports Institute, P.C. 
100 College Parkway #100 
Williamsville, NY  14221 
 

 
Date: _________________ 
 
 
Signature: _________________________________________ 
 
 
 
 

 
 


